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Dear Friends, 

Seven years and we are still here. While there have 
been tremendous changes in that time, some things have not 
changed. This past week we received a newspaper adver¬ 
tisement from New York City in which a therapist invites us 
to explore our important issues “in a past life regression ses¬ 
sion” using hypnosis. In another advertisement (Patriot - 
Harrisburg, Pennsylvania) a social worker informs us that 
he “specializes in the use of hypnosis as a therapeutic tool” 
and one of the things he does is “childhood memories of 
trauma such as sexual abuse.” An advertisement from the 
February 1998 NASW News invites us to buy anatomical 
dolls. Some of the dolls have oversized mature genitals and 
breasts protruding from infant bodies, bringing into ques¬ 
tion the use of “anatomically correct ” A glance at the Legal 
Comer shows that the courts are moving toward scientific 
understanding of memory. Dr. Bennett Braun's travails con¬ 
tinue. Last year he was forced by his insurance company to 
agree to a record ($10.6 million) settlement. This year he 
will face another ex-patient, Mary Shanley (see page 9). But 
as we write, we fear for the fates of the Souzas (p. 11) and 
the Amiraults (p. 12). 

At the more theoretical level, too, while the issues have 
shifted, the underlying beliefs still seem to hold. Recently 
proponents of repressed memory have focused on the issue 
of the accuracy of continuous versus delayed memory of 
traumatic events. For example: 

“[T]wo recent studies have found the same rate of accura¬ 
cy for corroborated delayed memory and corroborated con¬ 
tinuous memory of traumatic events."!'! 

Others have suggested that this rate of accuracy is the 
important issue in the recovered memory debate.! 2 ! While a 
discussion about the frequency of accurate or invented 
memories appears to be different from the often stated view 
that recovered memories are more “pristine” than ordinary 
ones,! 3 ! in fact, this frequency is not known. Indeed, there is 
a critical flaw with this line of thinking. 

Those who would claim that recovered memories are no 
more or less accurate than ordinary memories rely on two 


studies that are designed in such a way that they can only 
find what they are looking for. Psychologists call this “con¬ 
firmation bias.” 

The problem is that the studies cited to show the rate of 
accuracy start out with corroborated cases (events that are 
known to have happened) rather than with a memory (where 
the historical accuracy is not known). The samples are based 
on “events” rather than on “memories of events”. The sam¬ 
ples were selected because the subjects had “events” that 
had been corroborated. In the Williams study, the sample of 
corroborated events is then divided into those who always 
remember the events (“continuous memory”) and those who 
claim to have forgotten and now remember (“recovered 
memory”). (See Science Comer.) 

The proponents then announce that in the study they 
discovered that the remembered events actually occurred. 
Of course since they started with events that they already 
knew had occurred—the very construction of the sample 
guaranteed that they would avoid false memories. 

Perhaps if we take the extreme unverified cases it will 
be easier to see what is happening. Imagine the nature of the 
results if, instead, one measured the accuracy of recovered 
memories of such things as alien abduction, past lives, or 
satanic ritual abuse. Of course, there’s not much chance of 
finding a control sample here: there’s no way of comparing 
the accuracy of recovered memories and ordinary memories 
of, say, being sexually abused by an extra-terrestrial alien or 
by a villain from a previous century. 

That is, the very idea of comparing the accuracy of 
recovered and ordinary memories begs the issue: there is no 
sense in measuring the accuracy of a false memory; hence 
any such study that directly compares recovered and ordi¬ 
nary memories must necessarily avoid the issue of false 
memories. 
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Even if one could measure the accuracy, that is still not 
the important issue* The important issue in the recovered 
memoiy debate is whether attempting to recover memories 
is justified by what is currently known about the nature of 
memory* Are there any documented benefits for memory 
recovery in the therapy process to justify the risks of false 
memory creation? From the evidence available to us at the 
present time, the answer is “No ” 

We can not do better than quote from the Encyclopedia 
of Mental Health : 

“Unfortunately, however, the debate about recovered 
repressed memories has degenerated into claims and counter 
claims about whether they can exist, or the—totally 
unknown—frequency with which they are accurate or invent¬ 
ed, rather than around the question of whether attempting to 
recover them is justified by what is known* In fact it is not; 
the real question is whether doing so is ‘out of bounds’ 
behavior, and given we do know a lot about the reconstruc¬ 
tive nature of memory, but very little about whether memory 
of trauma differs from other memories—and if so in exactly 
what way—such recovery must be categorized as out of 
bounds, that is, practice that violates standards ” 
(Dawes, R. p S-15-7, Vol X, 1998, Academic Press*) 



[1] Courts and delayed memories, Grant Fair: Globe and Mail , 1/28/98. 

“(SJcieutific studies so far support the conclusion that repressed mem¬ 
ories are no less accurate than always remembered memories." 

SchefUn, A. (1996) Commentary on Borawick v Shav * CutiuTStudies 
13(1) p 26. 

[2] "The really important question is whether recovered memories are 
any more or less accurate than continuous memories" (Freyd, J. Feb 5, 
1998 Register Guard) (cites Williams 1995 as evidence for accuracy)* 

[3] From the FMSF Newsletter* Vol 2 No* 7, July 3,1993: Another paper 
that therapists have told us offers evidence for repression of repeated 
events taking place over many years is that of Lenore Terr, 1991, 
'Childhood traumas: An outline and overview,” American Journal of 
Psychiatry 148:1* Terr argues that a single traumatic event will be 
remembered but that a series of traumatic events will be repressed. She 
claims that the recovered repressed memory of these events will be more 
pristine* This is a theory* The weight of current scientific evidence is that 
memories of events are reconstructed and reinterpreted* 

(Friday, December 27, 1996, 10 a.m*) Bessel A. van der Kolk, M*D*, 
first having been duly sworn by the Notary Public, testified as follows: 
"But as a clinician Fm quite impressed that when I’ve seen this happen, 
it’s like uncovering Tut’s tomb, anyway, that you find these really pris¬ 
tine memories coming out, which would fit in with the neurobiological 
models of how the memories get distorted* The mind has no capacity to 
mess with them because it’s out of our consciousness* When they first 
come up, I think they’re amazingly accurate, oftentimes very incomplete, 
but it’s quite, quite impressive.” p 187-188. 


ARE SCIENTIFIC STUDIES ABOUT MEMORY 
APPLICABLE TO CLINICAL WORK? 

A number of clinicians have written that scientific stud¬ 
ies showing that memories for events can be implanted are 
not relevant to clinical settings. We recently read, for exam¬ 
ple, that Elizabeth Loftus, Ph.D. “is a reputable researcher in 
the field of memory; she admits that she has never actually 
worked with traumatic memory, but rather with simulated 
trauma. ‘Simulated’ cannot possibly equate actual trauma.” 
(Marlene Hunter, Vancouver Sun, January 21, 1998) 

Ian Begg, Ph.D., a psychologist from McMaster 
University, writes that scientific studies do have relevance. 

“Memory researchers do not usually generalize results 
from the lab to any population. They generalize the laws 
they find in the lab to other places, but laws may play out 
differently in different places. For example, lab studies of 
gravity used bricks sliding down boards, and deduced laws 
that apply to race cars and flying planes. This does not mean 
that they generalized the results from bricks to planes. 

“It is a far smaller step to generalize laws from a careful 
lab study to a clinical population than it is to generalize from 
one clinical population to another. If one finds that it is pos¬ 
sible to cause subjects to accept suggestions that (false) 
events happened to them, one can conclude that personal., 
memories are mutable and subject to suggestion. It is a moot 
point whether any particular narrative by a client was attrib¬ 
utable to suggestive influence, and ho experimental psy¬ 
chologist worth two cents would conclude with certainty 
that it was caused by such influences. 

“But the experimental psychologist is on firm ground 
rejecting any statement that ‘it is impossible to get someone 
to believe that bad things happened when they didn’t.’ 

“There is a big difference between generalizing and uni¬ 
versalizing. It is correct to say, for example, that men are 
generally taller than women. But it is indefensible to con- 
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| ated. To those who have already returned your pledge card, our thanks for helping to ensure that those who need the Foundation’s 
! help will continue to receive iL 
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elude, on that basis, that women would 
be inappropriate for a job requiring 
height. Such decisions should be made 
on a case by case basis. 

“People like Loftus are especially 
careful about toeing this line. She is 
careful to say that she is generalizing 
laws from lab studies to domains that 
include emotional and traumatic mem¬ 
ories. This is not to say that lab studies 
allow us to predict with certainty how 
emotions will affect memories. But it 
is to say that the onus is on those who 
say that the laws governing memory 
become vastly different when emotion 
is added to the mix to give some evi¬ 
dence.” 

□ 

TRAUMATIC AMNESIA ? 

The confusion, ambiguity and 
muddled thinking that has increased 
the difficulty of keeping focused on the 
primary issues of the recovered memo¬ 
ry controversy have been exacerbated 
by the use of the term ‘'traumatic 
amnesia” to refer to the claimed phe¬ 
nomenon of massive psychological 
amnesia due to sexual trauma. In the 
December issue of the APA Monitor , 
for example, Evvie Becker, quoting a 
judicial decision, wrote that traumatic 
amnesia is a listing in the Diagnostic 
and Statistical Manual IV . In a January 
letter to the Washington Times , Charles 
Whitfield, MD stated that “traumatic 
amnesia” is a listing in the Diagnostic 
and Statistical Manual IV. (1/24/98) 

‘Traumatic amnesia” is not a list¬ 
ing in the DSMIV. It is not a listing for 
a very good reason. The term has a 
long history of use in reference to 
amnesia due to a physical cause. For, 
example, a search of the computer 
database MedLine in the summer of 
1997 showed that the 125 articles con¬ 
taining the term “traumatic amnesia” 
used it to refer to amnesia resulting 
from physical trauma. 

The online En cyclopedia 
Britannica defines “traumatic amne¬ 
sia” as follows: 


On recovery of consciousness after 
trauma, a person who has been 
knocked out by a blow on the head at 
first typically is dazed, confused, and 
imperfectly aware of his whereabouts 
and circumstances. This so-called 
posttraumatic confusional state may 
last for an hour or so up to several 
days or even weeks. While in this con¬ 
dition, the individual appears unable 
to store new memories; on recovery 
he commonly reports total amnesia 
for the period of altered consciousness 
(posttraumatic amnesia). He also is 
apt to show retrograde amnesia that 
may extend over brief or quite long 
periods into the past, the duration 
seeming to depend on such factors as 
severity of injury and the sufferer's 
age. In the gradual course of recovery, 
memories are often reported to return 
in strict chronological sequence from 
the most remote to the most recent, as 
in Ribot's law. Yet this is by no means 
always the case; memories seem often 
to return haphazardly and to become 
gradually interrelated in the appropri¬ 
ate time sequence. The amnesia that 
remains seldom involves more than 
the events that occurred shortly before 
the accident though in severe cases 
careful inquiry may reveal some resid¬ 
ual memory defect for experiences 
dating from as long as a year before 
the trauma. It is thought by some that, 
after recovery, the overall period of 
time for which there is no recollection 
may indicate the degree of severity of 
the head injury. 

□ 

Rush Presbyterian Dissociative 
Disorders Unit Scheduled to Close 

On December 19, 1997. Channel 5 
in Chicago (NBC Affiliate) broadcast 
an exclusive investigative report that 
disclosed the closing of the Rush 


Dissociative Disorders Unit scheduled 
for early 1998. It was reported that the 
closure comes amid mounting legal 
difficulties faced nationwide by propo- 
nants of MPD therapy. It quoted Rush 
Hospital officials stating that the clo¬ 
sure was a business decision. 

□ 

Denver's Center for Trauma and 
Dissociation Closing 

On December 18, 1997 

Columbia/HealthONE announced that 
it will decentralize the facility that has 
housed 107 employees full time and 55 
per-diem employees. A buyer is being 
sought for the building that housed the 
Adult and Senior Inpatient and Partial 
Care, an Eating Disorders Program 
and the Center for Trauma and 
Dissociation. While the other pro¬ 
grams will be relocated, The Center for 
Trauma and Dissociation will close. 

The facility was founded in 1910 
for the treatment of TB patients and 
was converted to a psychiatric care 
facility in the late 1940s. It was known 
as Bethesda PsychHealth and became 
part of HealthONE in 1994 and then a 
part of Columbia in 1995. In April 
1996, Columbine Hospital DID 
Program was relocated to Bethesda. 

The Center for Trauma and 
Dissociation has been listed in a num¬ 
ber of books and lists as a resource for 
DID treatment and/or reported ritual 
abuse. Examples include: Oksana 
(1994), Whitfield (1995), Cohen 
(1991) Survivors and Victims 
Empowered (1996), Many Voices 
(1996) and The Wounded Healer 
Journal website (1998). 

□ 


“But scientific discoveries are deep, difficult, and complex. They require a rejection 
of one view of reality (never an easy task, either conceptually or psychologically) and 
acceptance of a radically new order, teeming with consequences for everything held 
precious. One doesn't discard the comfort and foundation of a lifetime so lightly or 
suddenly. Moreover, even if one thinker experiences an emotional and transforming 
eureka, he must still work out an elaborate argument and gather empirical support to 
persuade a community of colleagues often stubbornly committed to opposite views. 
Science, after all, is as much a social enterprise as an intellectual adventure ” p 26 

Stephen Jay Gould, Natural History Magazine 2/98 


FM$ Foundation Newstetter March 1998 Vol 7 No. 2 


3 


Important Guidelines from the 
Netherlands 

Important guidelines for investi¬ 
gating accusations made by an adult 
about sexual abuse which started a 
long time ago or which took place at 
least five years ago have been devel¬ 
oped in the Netherlands. Unlike the 
United States and Canada, the Dutch 
government is implementing the 
strong guidelines immediately. The 
guidelines are a response to the FMS 
problem that was brought to the atten¬ 
tion of the government by affected 
families in the Netherlands (Task 
Force of FMS of Werkgroep Fictieve 
Herinneringen). 

The guidelines are included in a 
report entitled “Recovered Crimes: On 
Accusations of Sexual Abuse after 
Therapy” that was prepared for the 
Minister of Justice of the Netherlands 
by P.J. van Koppen of the Netherlands 
Institute for the Study of Criminality 
and Law Enforcement. Included in this 
thorough report are suggestions for 
when it might be appropriate to drop a 
case. For example, “Should it be 
impossible to determine what story the 
accuser initially told the therapist, 
[prior to the employment of memory 
enhancement techniques], this matter 
should be laid to rest because fact and 
fiction can no longer be separated.” 

Full copies of the report or com¬ 
ments about the report should be 
directed to 

P.J. van Koppen (email: 
NSCR@niscale.leidenuniv.nl)NetherI 
ands Institute for the Study of 
Criminality and Law Enforcement 
(Niscale) Leiden, PO Box 792, 2300 
AT Wassenaarseweg 72, The 
Netherlands 

Adriaan Mak, editor of the 
Canadian FMS newsletter, has pre¬ 
pared an English translation. Contact 
by email: amak@rogerswave.ca 

□ 


Recovered memory: 

Second thoughts 

New Jersey Lawyer 6 (26) December 8, 
1997 page 1 & 6 by Nancy Ritter 

John S. Furlong, a criminal trial 
lawyer in Trenton, represented the 
father of a 36-year-old woman who 
“recovered” memories during therapy. 
That raised questions about whether he 
might also have abused his grand¬ 
daughter. Eventually the girl said there 
had been some vague inappropriate 
contact. With no other evidence, a 
New Jersey grand jury charged the 
man with endangering the welfare of 
the grandchild. TTie author of this arti¬ 
cle noted that ‘The day before arraign¬ 
ment, Furlong’s client killed himself. 
In his suicide note, he told his wife he 
couldn’t face having everything they’d 
worked for eaten up by legal costs to 
defend himself against something he 
didn't do.” 

□ 


Repressed Memory and Other 
Controversial Origins of Sexual 
Abuse Allegations: 

Beliefs Among Psychologists and 
Clinical Social Workers 
Dammeyer, M., Nightingale, N. & 
McCoy, M. Child Maltreatment 2(3) 
August 1997, 252-263 
The authors conducted a national 
survey of psychologists and clinical 
social workers. The results indicated 
that experimental psychologists and 
clinicians differ regarding belief in 
repressed memory. Clinicians 
expressed more confidence that such 
memories can and do exist, regardless 
of their academic training. Academic 
degree and level of research involve¬ 
ment, however, were related to views 
of the possibility of therapeutic tech¬ 
niques leading to false allegations of 
sexual abuse. In their comments, the 
authors noted that the idea “that the 
debate is between clinicians who are 
believers and experimental psycholo¬ 
gists who are nonbelievers is not 
entirely accurate. Rather, differences 


that do exist seem best characterized 
as between believers and skeptics.” 

□ 

A Meta-Analytic Review of 
Findings from National Samples on 
Psychological Correlates of Child 
Sexual Abuse 

Rind, B. and Tromovitch, P. Journal 
of Sex Research 34 (3), 1997 pp 237-255. 

Much attention has been given to 
the psychological consequences of 
child sexual abuse. This paper system¬ 
atically examines these possible con¬ 
sequences by reviewing seven studies 
using national probability samples 
which are more appropriate for mak¬ 
ing population inferences than are 
clinical or legal samples. The authors 
found that CSA is not associated with 
pervasive harm and that a substantial¬ 
ly lower proportion of males reports 
negative effects. They found that “con¬ 
clusions about a causal link between.^ 
CSA and later psychological malad¬ 
justment in the general population can¬ 
not safely be made because of the reli¬ 
able presence of confounding vari¬ 
ables.” They note that “when CSA is 
accompanied by factors such as force 
or close familial ties, it has the poten¬ 
tial to produce significant harm.” 

□ 

Trauma and Memory: Clinical and 
Legal Controversies 

Appelbaum, P, Uychara, L. and Elin, 
M. (Editors) 1997 New York: Oxford 
University Press 

This is a comprehensive textbook 
examining the trauma and memory 
controversy from different perspec¬ 
tives: memory research, clinical 
aspects, legal and policy issues. 
Included are chapters from Elizabeth 
Loftus, Stephen Ceci, Fred Frankel 
who are skeptical of memory repres¬ 
sion and from Judith Herman, Bessel 
van der Kolk and Colin Ross who 
argue in favor of repression theory. 

□ 
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From time to time t various scientific articles 
appear which discuss issues of childhood sexu- 
al abuse, memory, and responses to trauma, 
since such studies are often widely cited in the 
scientific and popular press t it is critical to rec¬ 
ognize their methodological limits. It is partic¬ 
ularly important to understand what conclu¬ 
sions can and cannot legitimately be drawn 
from these studies on the basis of the data pre¬ 
sented. As a result, we periodically present 
analyses of recent studies, with input from 
members of our Scientific Advisory Committee. 

Garbage In, Garbage Out 

Harrison Pope Jr., M.D. 

Little noticed in the annals of 
social science research, but good read¬ 
ing for any beginning student of psy¬ 
chology, is the Tucson Garbage Project 
(1). In this study, a group of archaeol¬ 
ogists decided to study the garbage dis¬ 
carded by randomly selected house¬ 
holds in Tucson, Arizona during 1973 
and 1974. More than 70 student volun¬ 
teers, dressed in lab coats, surgical 
masks, and gloves, sorted through the 
garbage of624 Tucson households and 
divided the refuse into more than 200 
categories. Meanwhile, a group of 
trained personnel went out and inter¬ 
viewed individuals in a random sample 
of 1% of the households in the city. 
The interviewers asked, among other 
questions, how many cans or bottles of 
beer were consumed in the household 
in an average week. Then the data from 
each of Tucson’s census tracts were 
analyzed. The average reported weekly 
beer consumption of all households in 
a given census tract (standardized as 
the number of 12-ounce bottles or 
cans) was compared with the actual 
number of bottles and cans found in 
the garbage. 

The reader has probably already 
guessed what happened. The number 
of beer cans and bottles in the garbage 
vastly exceeded the number that peo¬ 
ple had admitted to in their interviews. 
Looking, for example, at Tucson’s cen¬ 
sus tract number 10, more than 86% of 
the household reported to interviewers 


that they did not consume any beer at 
all in an average week, and not a single 
household (out of 60 interviewed) 
claimed a weekly consumption of more 
than 8 cans. But the garbage from tract 
10 told another story. Only 23% of the 
households had no beer cans in their 
garbage, whereas 54% of households 
had more than 8 cans. In fact, the aver¬ 
age number of cans in the garbage from 
that 54% of households was 15 per 
week - in other words, 2 1/2 six-packs. 
And even these findings may underesti¬ 
mate the true discrepancy between 
interview data and garbage data, 
because, in 1973, most beer cans in 
Tucson were recyclable. 

What does this have to do with 
studies of repression? Those who have 
read our previous columns (see FMSF 
Newsletters Nov/Dec 1996 and Nov 
1997) will quickly recognize the point: 
people regularly fail to disclose sensi¬ 
tive information to interviewers. Like 
the subjects in the Femina study, who 
remembered but chose not to reveal 
their histories of childhood physical 
and sexual abuse, the people of Tucson 
were unwilling to tell an interviewer 
their true histories of beer consumption. 
They had not repressed the memory of 
all those beer cans; they just did not 
want to tell a stranger about it. 

As with other concepts in epidemi¬ 
ology discussed elsewhere in past 
columns, this phenomenon has a name: 
response bias. Response bias has been 
studied extensively, in hundreds of 
investigations, for at least 50 years, and 
we now know a great deal about it. But 
before continuing with this discussion, 
we must take some time out to intro¬ 
duce the best known prospective study 
which has been claimed to show that 
people repress memories of childhood 
sexual abuse—the study of Linda 
Meyer Williams (2). 

Many readers will already have 
heard of the Williams study. It is regu¬ 
larly cited as the single most powerful 
piece of evidence that it is actually pos¬ 
sible to repress memories. Frequently, 


in the popular media, in scientific arti¬ 
cles, and even in courtrooms, the study 
is cited as though its findings were 
established, without even a passing 
mention of its methodological flaws 
(3). But these flaws are so critical that 
they deserve a careful review, and 
hence we describe the methods of the 
study in some detail. 

Williams examined 129 women 
who had been evaluated at a city hospi¬ 
tal in Philadelphia in the early 1970s for 
possible sexual abuse. At the time of 
that evaluation, which might be called 
the “index episode,” these subjects 
were young giiis between 10 months 
and 12 years of age. Williams pos¬ 
sessed the hospital records from this 
“index episode.” Then, approximately 
17 years after the time of the index 
episode, Williams arranged for two 
interviewers to locate these women and 
ask them about their histories. The 
women were not informed that the 
investigators were specifically looking 
at their histories of childhood sexual 
abuse; they were simply told that they 
were being asked to participate in an 
important follow-up study of people 
who had been seen years earlier at the 
city hospital. During the course of the 
interview, each woman was asked about 
various types of traumatic experi¬ 
ences which she might have experi¬ 
enced during childhood, including sex¬ 
ual abuse. The interviewers also asked 
the women to describe any episodes 
which they themselves had not consid¬ 
ered to be sexual abuse, but which other 
people had considered as such. 
However—and this is the important 
part—the two investigators interview¬ 
ing the women were blind to all infor¬ 
mation about the women’s sexual abuse 
history; in other words, they had no 
knowledge of the specifics of the 
“index episode” when they interviewed 
their subjects, and they asked the sub¬ 
jects only in general terms about sexual 
abuse. The subjects were never specifi¬ 
cally asked about the index episode 
itself. 
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Forty-nine, or 38% of the 129 
women did not describe the index 
episode of alleged sexual abuse in the 
course of the interview. Williams sug¬ 
gests in her paper that these women 
“did not recall” the episode. She sup¬ 
ports this interpretation by noting that 
many of the women reported other 
traumatic events, or sensitive details of 
their histories—such as substance 
abuse, sexually transmitted diseases, 
and even other instances of physical or 
sexual abuse—while still not reporting 
the index episode. Therefore, Williams 
argues, it seems likely that the women 
would have reported the index episode 
if they had remembered it. 

But can we conclude that any of 
these 49 women had actually repressed 
the memory of the index episode? 
Several methodological problems 
immediately become apparent. First, 
only 37, or 28% of the 129 women had 
been found to display genital trauma 
when they were examined by the doc¬ 
tors at the time of the index evaluation. 
By contrast, as discussed in our col¬ 
umn of January 1996, studies by gyne¬ 
cologists have shown that as many as 
96% of girls subjected to genito-geni- 
tai contact will display genital tract 
findings even on an unaided medical 
examination (4). Clearly, something is 
wrong here. It appears that a majority 
of Williams’ subjects, if they were sex¬ 
ually abused, were not victims of gen- 
ito-genital penetration. 

Williams admits to this. In another 
paper, in fact, she notes that approxi¬ 
mately one-third of the cases involved 
only “touching and fondling." (5) And 
in an earlier description of this same 
sample of subjects, written back in 
1979, Williams and her colleagues 
imply that for many of the girls, the 
alleged instance of sexual abuse was 
not particularly traumatic and there¬ 
fore not particularly memorable: 

“Whereas the event [the index 
episode] is disturbing to the victim, it 
is perhaps no more disturbing than 
many other aspects of a child’s life. In 


the first year following the rape [in the 
broad, statutory definition of the 
term], the victim’s family may delib¬ 
erately maintain an “everything-is- 
normal’’ posture. These efforts, com¬ 
bined with the child’s natural tenden¬ 
cies to forget and to replace bad feel¬ 
ings with good feelings, usually result 
in the appearance of few adjustment 
problems...” (6; bracketed inserts 
ours). 

In other words, looking both at the 
lack of medical evidence and at 
Williams’ own words, it seems that 
many of these girls may have experi¬ 
enced episodes which were not partic¬ 
ularly severe. An episode of only 
touching and fondling, without any 
medical evidence of penetration, might 
not be perceived as particularly trau¬ 
matic or particularly memorable to a 
young child, even though an adult 
might recognize it as clear sexual 
abuse. When we consider that 
Williams herself found these episodes 
“no more disturbing than many other 
aspects of a child’s life,” and subject to 
“the child’s natural tendencies to for¬ 
get,” it becomes clear that many of the 
women, interviewed 17 years later, 
might simply have forgotten the event. 
They had not repressed the memory of 
the index episode; it had simply 
seemed too minor to be worth remem¬ 
bering. 

Of course, we can debate back and 
forth the question of how many of the 
women might fall into this category. 
But at the least, it seems clear that the 
most scientifically reasonable 
approach is to restrict our analysis in 
the Williams study to the 37 women 
who did show evidence of genital trau¬ 
ma at the time of the index evaluation. 
These represent the cases where there 
can be no dispute that serious sexual 
abuse really occurred, and where the 
victim would not be expected simply 
to forget. Among these 37 cases, we 
are left with 18 who failed to report the 
episode in the follow-up interview. 

But this number may need to be 
reduced even further when we allow 


for the effects of early childhood 
amnesia. Recall that the subjects were 
as little as 10 months old at the time of 
the index episode. As we have men¬ 
tioned in past columns, failure to recall 
an event from one's infancy clearly 
does not represent evidence of repres¬ 
sion. Looking at Williams’ data, we 
find that about one quarter of the total 
sample of 49 non-reporting women 
were aged 4 years or younger at the 
time of the index episode. Applying 
this ratio to the subgroup of 18 cases 
described above, we would estimate 
that there were only about 14 women 
who 1) had medically documented 
genital trauma; 2) were old enough at 
the time to remember the experience; 
and 3) did not report the experience on 
the follow-up interview 17 years later. 

In short, we are left with only 
about 14 subjects in the only remain¬ 
ing study which we have left to ana¬ 
lyze. The case for repression of memo¬ 
ries of childhood sexual abuse, there¬ 
fore, now hangs on only 14 people. But 
we have not yet considered the prob¬ 
lem raised at the beginning of this col¬ 
umn, response bias. 

When we factor in response bias, 
what is left of the Williams study col¬ 
lapses completely. Remember that 
none of the subjects in the study was 
ever asked directly whether or not she 
remembered the known index episode; 
none of the non-reporting subjects was 
ever given a “clarification interview” 
in the manner of the Femina study 
described in the column of November, 
1997. Recall also that 38% of the sub¬ 
jects in the Femina study chose not to 
disclose their history of abuse during 
an initial interview—but when given 
clarification interviews, 100% 
revealed that they actually remem¬ 
bered. When we consider the roughly 
14 still-unexplained cases out of the 
129 subjects in the Williams study, we 
see that this number falls well within 
the range to be expected from non-dis¬ 
closure alone—indeed, it is surprising¬ 
ly small—without any need to postu- 


6 


fMS Foundation Newsletter March 1998 Voi, 7 No. 2 


late the existence of “repression.” 

Response bias due to non-disclo¬ 
sure is a well recognized problem in 
social science research, documented in 
hundreds of studies throughout the last 
50 years. In 1956, for example, the 
United States Congress authorized a 
continuing program of health surveys 
by the Public Health Service to pro¬ 
vide reliable statistical information 
about health status in the United States 
population. This mandate produced a 
long series of studies over the next 20 
years, in which scientists examined 
the accuracy of survey methodology. 
They found that people, even when 
carefully interviewed by trained per¬ 
sonnel, consistently underreported life 
events which were known to have 
occurred. In one study, for example, 
28% of subjects failed to report a one- 
day hospitalization which they were 
known to have undergone within the 
past year (7). In another, approximate¬ 
ly 30% of subjects did not disclose a 
known car accident (without head 
injury or loss of consciousness) which 
was documented to have occurred 9 to 
12 months previously (8). In yet 
another, 35% of subjects did not report 
a doctor’s visit which they were 
known to have made just within the 
last two weeks (9). Clearly, these sub¬ 
jects had not repressed the memory of 
having just gone to the doctor; the 
interviewers were simply witnessing 
response bias. 

The scientists in these studies per¬ 
formed numerous analyses to deter¬ 
mine what caused underreporting of 
life events (10). They found, for exam¬ 
ple, that people were more likely to 
withhold information about undesir¬ 
able, threatening, or sensitive material 
as opposed to neutral material. They 
also discovered that non-disclosure of 
information was generally more com¬ 
mon among non-White subjects than 
among White subjects, and more com¬ 
mon among subjects of lower socioe¬ 
conomic class than among subjects of 
higher socioeconomic class. It is 


worth noting, in this connection, that 
Williams’ subjects were mostly 
African-American women of lower 
socioeconomic class. And it need 
hardly be added that childhood sexual 
abuse would certainly rank among the 
most sensitive categories of informa¬ 
tion. 

Another typical study of response 
bias was the National Crime Survey 
(11). Several studies in this survey 
used a “reverse record” system to val¬ 
idate reports of victimization. This 
technique involved sampling victims 
of crime from a record system, such as 
police files, and then locating the vic¬ 
tims and interviewing them using a 
survey questionnaire. Information 
from interviews was then compared to 
actual records to establish the accura¬ 
cy of the survey instrument. The stud¬ 
ies consistently found that victims 
often failed to disclose crimes which 
they had recently experienced. In one 
study in Baltimore, for example, vic¬ 
tims underreported burglaries by 14%, 
robberies by 24%, and assault by 64%. 
In another study in San Jose, assault 
was underreported by 52% and rape 
by 33%. In several of the studies, the 
interviewers probed in detail about the 
victims’ histories, while still not 
directly confronting the subjects 
regarding the known crime. But even 
with probing, high rates of underre¬ 
porting persisted. Again, there is noth¬ 
ing to suggest that these people 
repressed the memory of the crimes; a 
certain percentage of them simply 
withheld the information on interview. 

The list of studies of non-disclo¬ 
sure goes on and on (12). In every 
study, people have been found to 
underreport sensitive or embarrassing 
information of all types, such as alco¬ 
hol consumption (13), drug use (14), 
having declared bankruptcy (15), 
drunk driving charges (15), arrest 
records (16), HIV infection (17), other 
medical conditions (18), psychiatric 
history (19), and, of course, childhood 
sexual abuse (20-22). Indeed, in one of 


these latter studies (21), no less than 
72% of 116 self-acknowledged vic¬ 
tims of childhood sexual abuse said 
that they had denied their history of 
abuse when initially interviewed - a 
figure even more striking than the 38% 
non-disclosure rate in the Femina 
study. The recurring theme from all of 
this literature is obvious: when inter¬ 
viewees fail to report sensitive infor¬ 
mation from their histories, the inves¬ 
tigators should immediately suspect 
response bias. Until they have 
addressed this problem (for example, 
by means of clarification interviews), 
they absolutely, positively, must not 
slip into the assumption that their sub¬ 
jects have forgotten (much less 
repressed) the information. 

We return, now, to the Williams 
study. Remarkably, Williams does not 
mention any of the literature on non¬ 
disclosure which we have briefly 
reviewed above. Even the Femina 
study is not cited. Of course, Williams 
admits that none of her subjects was 
directly asked about the known index 
episode. She also admits to the exis¬ 
tence of response bias. But she does 
not seem to recognize that many of the 
women in her own study might have 
chosen to withhold information about 
their index episode of childhood sexu¬ 
al abuse. If 35% of interviewees in a 
government study fail to disclose a 
simple doctor’s visit occurring within 
the last two weeks, and 64% of recent 
assault victims fail to reveal the inci¬ 
dent even when interviewed in detail, 
how many victims of childhood sexu¬ 
al abuse, interviewed by an unfamiliar 
person, of higher socioeconomic class, 
17 years later, might choose to with¬ 
hold information which they actually 
remembered? 

And if this is not enough, it is 
worth noting that Williams herself is 
an author of a large review article 
which seems to contradict the conclu¬ 
sions of her own study (23). In collab¬ 
oration with two other authors, she 
reviewed the aftereffects of childhood 


FMS Foundation Newsletter March 1998 'Sol. 7 No. 2 


7 



sexual abuse in 45 studies examining 
3,369 victims. As far as can be seen 
from the review, none of the victims in 
any of these studies was described as 
showing repression. 

In a word, then, despite its wide 
publicity and frequent uncritical 
acceptance, the Williams study suffers 
from methodological problems which 
collectively render its results com¬ 
pletely inadequate as a demonstration 
of repression. Indeed, when we add 
together the factors of lack of docu¬ 
mentation, ordinary forgetfulness, 
childhood amnesia, and deliberate 
non-disclosure, it seems remarkable 
that only 38% of the women failed to 
report the index episode. In other 
words, the observation that a full 62% 
of the women described an event that 
had occurred 17 years earlier—in the 
face of all of these opposing factors, 
and even when they were not asked 
specifically about it—would seem to 
offer a persuasive demonstration that 
repression does not occur. 

In conclusion, we do not mean to 
be unduly harsh on Williams. Her 
study methodology is vastly superior 
to most of the previous studies of 
repression discussed in previous 
columns. But the study is still subject 
to certain methodological limitations. 
In short, when assessing any prospec¬ 
tive study of this type, the reader 
would be wise to remember the Tucson 
Garbage Project. 
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resource a little less renewable, 
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U.S. District Court Rejects Motion to Dismiss 
Psychiatric Malpractice Claim Against Dr. Bennett 
Braun Shanlev v. Braun, et al .. 1997 U.S. Dist. LEXIS 

20024, Memorandum Opinion and Order, docketed 
December 10, 1997. 1 

In December 1997, a U.S. District Court in a 
Memorandum Opinion rejected a motion to dismiss a psy¬ 
chiatric malpractice claim brought by Mary Shanley 
against her former psychiatrist Bennett Braun and 17 other 
individual and corporate mental health care providers in 
the Chicago area. 2 After a thorough review of the affi¬ 
davits submitted by both parties, the court held that “undis¬ 
puted facts are completely insufficient for this Court to 
conclude that Shanley’s claim is barred by the applicable 
statutes of limitation and repose.” 

In 1989, Shanley entered therapy in Illinois after 
undergoing a serious medical operation. During the period 
she was in defendants’ care, 3 she states that some of the 
defendants applied “hypnotic and other suggestive and 
coercive techniques with the goal of uncovering supposed 
‘repressed memories’ of early childhood trauma.” Shanley 
contends that the psychotropic drugs administered in an 
effort to decrease “switching” between her supposed “alter 
personalities” were actually of a type that would be expect¬ 
ed to increase her tendency towards suggestion, coercion 
and manipulation by her treaters and therapists. 

Defendants allegedly informed Shanley that her 
dreams of abuse were real memories, that she suffered 
from a “dissociative disorder,” possibly caused by Satanic 
ritual abuse (SRA), and that therapy might elicit such 
memories. Dr. Braun confirmed that Shanley was a sur¬ 
vivor of SRA in need of additional treatment. 4 Shanley’s 
husband was told that he should protect the couple’s young 
son from ritual abuse by Shanley. Shanley was informed 
that, unless she “proved herself’ by coming up with infor¬ 
mation to identify other Satanists in her community and 
“save” her son from the Satanic cult, she would not be 
admitted to the specialized dissociation unit at Rush North 
Shore Hospital. At the same time the treaters allegedly 
informed Shanley that she and her family were in immedi¬ 
ate danger from the Satanic cult because she had divulged 
“cult secrets” during her therapy. 

Shanley was discharged from Rush North Shore 
Hospital in 1991 after eleven months of continuous hospi¬ 
talizations. From May 1991 to June 1993 Shanley was 
treated for MPD and SRA at Spring Shadows Glen 


Hospital 5 in Houston. Her young son was sent to the chil¬ 
dren’s unit where he was diagnosed with MPD as the 

I result of supposed Satanic abuse. During this time, 
Shanley’s already high levels of medication were alleged¬ 
ly increased further to produce more “memories” of her 
involvement in the supposed Satanic cult. As part of her 
“treatment,” Shanley was deprived of contact with the out¬ 
side world, and was allegedly informed that she would face 
criminal action and/or be involuntarily committed if she 
were to attempt to leave her “voluntary” treatment. 

Mary Shanley filed this suit in 1995, approximately 4 
years after she was discharged from treatment with the 
Illinois group and approximately 2 years after she left 
treatment at Spring Shadows Glen in Texas. Defendants’ 
motion to dismiss argued that Shanley’s suit was, there¬ 
fore, barred by the statute of limitations. Shanley counters 
that she did not comprehend the “incredible harm that had 
been done” to her or “the malpractice that had been com¬ 
mitted” and was “legally disabled” from the start of her 
treatment in early 1989 until the cessation of her treatment 
in June 1993. 

Following a lengthy discussion of the definition of 
“legal disability” for purposes of tolling the limitations 
period, the court concluded that a genuine issue of materi¬ 
al fact exists with respect to Shanley’s alleged legal dis¬ 
ability sufficient to withstand the motion for summary 
judgment and to send the matter to trial. 

The court explained that defendants’ arguments are 
contradictory: “On one hand, [defendants] assert that 
Shanley was mentally competent and able to understand 
her rights and her cause of action, while on the other, they 
maintain that Shanley’s mental condition was serious 
enough that it required that she be hospitalized, medicated 
and psychologically treated for four years of her life.” For 
example, defendants presented voluntary restraint autho¬ 
rization forms in which Shanley agreed to the use of 
leather restraints in order to help uncover repressed mem¬ 
ory and maintain her safety while in treatment. Defendants 
argue that these forms show Shanley was able to make 
decisions about her medical care at that time. The court 
disagreed. On the contrary, the court wrote, the forms 
Shanley signed showed that she felt she did not have the 
ability to keep from physically harming herself even under 
Defendants’ care. The court wrote, “it would be strange to 
suggest that she was able to consider and exercise her legal 
rights against Defendants” in that condition. Furthermore, 
the court questioned whether Shanley really knew or 
understood what she was signing. The court concluded that 
defendants’ own exhibits demonstrate that Shanley could 
not control herself and believed that she was still being 
controlled by her “alters.” 

The court quoted from extensive medical records 
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which also supported the view that Shanley was legally 
disabled at the time. One of her caregivers wrote, “the 
results of the psychological examination indicate that Mrs. 
Shanley is much more seriously disturbed than she clini¬ 
cally presents. A great deal of trauma appears to have been 
experiences [sic] early in life that she is not aware of. 
Serious pathology is involved in sequestering this material 
behind amnestic barriers” 

Shanley contends that as a result of her “treatment,” 
she lost all ties with her son, underwent more than three 
years of unnecessary and improper treatment, incurred 
more than $2 million in medical expenses, lost her career 
as a school teacher, and was divorced by her husband. 
Mary Shanley is represented by Zachary M. Bravos of 
Wheaton, Illinois. 
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□ 

State Suspends License of Therapist; Close 
Supervision Ordered after Charges of Inducing False- 
Memories in Patient 

In the Matter of the License to Practice as a Physician Assistant 
of John W. Laughlin, Department of Health, Medical Quality 
Assurance Commission, Washington, No. 95-05-0053PA A 

A Washington State therapist, accused of inducing 
false memories of sexual abuse and satanic rituals, was 
found to be practicing below the standard of care. The 
Washington State Medical Quality Assurance Commission 
ordered the suspension of physician’s assistant, John 
Laughlin’s license for a period of eight years. The suspen¬ 
sion, however, was stayed and Laughlin placed on proba¬ 


tion providing he does not use hypnosis, is closely super¬ 
vised, reports regularly to the commission, completes con¬ 
tinuing medical education courses as required, and pays a 
$5,000 fine. Laughlin is ordered to bear all costs associat¬ 
ed with the monitoring ordered by the Commission. 

The Commission investigated Laughlin’s treatment of 
a former female patient. The Commission and Laughlin 
agreed that he prescribed ever-increasing doses of antide¬ 
pressants and used hypnosis and other methods which he 
believed revealed his patient's history of sexual and satan¬ 
ic ritual abuse. The Commission wrote, based on therapy 
records, that Laughlin spent a great deal of time in therapy 
sessions attempting to break through what he described as 
“victim denial” by the patient. 

Laughlin repeatedly told his patient that she had to be 
very careful because “cult members” might be watching 
her. When the patient wanted to terminate therapy, 
Laughlin told her that she would be in great danger if she 
did so. The Commission said, “Subsequent therapy by 
other health-care providers cast doubts on (Laughlin’s) 
treatment and the reliability of the information 
obtained...by means of hypnosis.” 

In 1995, Laughlin settled one malpractice suit brought 
by a former patient alleging that he had altered her memo¬ 
ries and coerced her into believing she had been sexually 
abused as a child. At least one additional malpractice suit 
making similar charges is currently pending against 
Laughlin. 
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□ 

Malpractice Suit Filed Against Utah Therapists Tavlor 
v. Larsen, et al . Third District Court, Salt Lake Co., Utah, No. 

970907633MP. 7 

In October 1997, a malpractice suit was filed against 
three social workers and a physician who treated a Utah 
family. The suit, brought by a father and his minor children, 
alleges medical malpractice, fraud, violation of the 
Consumer Practices Act, emotional distress, and defama¬ 
tion. The wife is not a party to the suit, though a charge of 
third-party medical malpractice regarding her treatment is 
included. 

All members of the family, including three minor chil¬ 
dren, were treated for MPD and for a supposed history of 
satanic cult activities.Therapy included hypnosis, guided 
imagery, antidepressants, and “deprogrammingThe suit 
alleges that as a result of the treatment received, the entire 
family came to believe it was the victim of and participant 
in satanic ritual abuse, murders, infanticide, and cannibal¬ 
ism. The family moved from hotel to hotel with the help of 
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the therapists in order to evade the supposed continued 
threats of the cult. During this period, therapy continued in 
the hotels. The family was told by one defendant that she 
sensed the presence of evil in the hotel. 

The Complaint states that no informed consent was 
sought or obtained. The family was not informed that 
memories recovered under hypnosis are unreliable. Nor 
were they told that the therapy methods employed are 
capable of causing false memories. Defendants communi¬ 
cated to Plaintiffs their own personal beliefs in the exis¬ 
tence of an organized, secret Satanic cult which is engaged 
in systematic ritual abuse and mind control or “program¬ 
ming." The family was not informed that other diagnoses 
could account for all their problems and, as a result, plain¬ 
tiffs relied on defendants’ fraudulent misrepresentations. 
Due to the breaches in the standard of care in the treatment 
given, Plaintiffs state they suffered emotional and mental 
harm, including destruction of the family unit, severe emo¬ 
tional distress, paranoia, hallucinations, and creation of 
false memories. 

Attorney for the Plaintiffs is Jennifer Lee of Salt Lake 
City. 

References 

7 See, FMSF Brief Bank# 181. 

□ 

Wenatchee Child-Rape Convictions Reversed; 

Interview Methods Sharply Criticized by Washington 
Court State of Washington v. Carol M.D. and Mark A.D .. 

1997 Wash. App. LEXIS 2021, December 9, 1997. 

Early in December 1997, another case associated with 
the Wenatchee child abuse investigations was thrown out. 
In a 2-1 ruling the Washington State Court of Appeals over¬ 
turned the April 1995 conviction of Carol and Mark 
Doggett on charges of first-degree child rape and complic¬ 
ity to commit first-degree child molestation. The convic¬ 
tions involved their youngest daughter, then 9. 

The Washington State Court of Appeals sharply ques¬ 
tioned methods used to gather evidence—methods that 
have been criticized repeatedly by those accused in the 
Wenatchee sex-ring cases. 8 Detective Perez’ questioning 
method described by the Doggett children is conduct, the 
court wrote, that “courts generally regard as improper in 
the context of an interview of a child.” For example, the 
court noted that Detective Perez reportedly told one child 
who denied being abused, “I have all today and all night 
and almost all of tomorrow to sit here and wait until you 
tell me the truth.” 

The appellate court based its decision to reverse on two 
points: The trial judge incorrectly refused to authorize 
money for the Doggetts to hire an expert in false-memory 


syndrome. Defendants had hoped to present expert testi¬ 
mony to explain how improper questioning can cause a 
child to honestly believe she has been molested when, in 
fact, she was not. Secondly, the court held that a therapist 
should not have been allowed to testify about sexual abuse 
the girl had described without prosecutors first demonstrat¬ 
ing that the child understood the importance of being truth¬ 
ful and accurate during therapy sessions. 

It is not known at the time of this writing whether the 
prosecution will retry the Doggetts. Before any retrial, the 
appellate court ordered Chelan County authorities to hold a 
hearing to consider whether the child witness in the 
Doggett case was coerced by the police or by Child 
Protective Services caseworkers. 

References 

8 During 1994 and 1995, more than 50 children were interviewed about possible 
abuse and interlocking child-rape rings Involving hundreds of people. Three 
dozen people were accused, 14 pled guilty to child rape or molestation and 5 oth¬ 
ers were convicted. Charges were dismissed or greatly reduced against six peo¬ 
ple, and three were acquitted. Many of the adults subsequently recanted their con¬ 
fessions and a number of young alleged victims recanted their statements. All of 
the youngsters reported that they had been bullied by Wenatchee police Detective 
Bob Perez, who also handled the Doggett case* 

An editorial published in The Columbian (Vancouver, WA), December 12, 
1997, concluded, "the Wenatchee cases have degraded righteous prosecution of 
real abuse with real victims. That error needs correction." The events in 
Wenatchee in the mid 1990’s are the subject of a recent book by lawyer Kathryn 
Lyon, Witch Hunt : A True Story of Social Hysteria and Abused Justice , (Avon 
Books)* 

□ 

Souzas May Go to Prison After Five Years of House 
Arrest Commonwealth v. Souza . Massachusetts Appeals 
Court, No. 95-P-1105, Feb. 2, 1998. 

On February 2, the Massachusetts Appeals Court 
refused to grant a new trial to Shirley and Raymond Souza. 
The Souzas’ appeal raised several issues, including the 
denial of their right to confront the child witnesses who tes¬ 
tified against them. 9 The Appeals Court agreed that the 
special seating arrangement during the Souzas’ trial did 
violate their Constitutional right to face-to-face confronta¬ 
tion, but held that the Souzas waived the issue on appeal 
because the defense had made no objection to the seating 
arrangement during the trial in 1993. The court wrote that 
they found “no substantial risk of a miscarriage of justice” 
and said that the “error in allowing the special seating 
arrangements played no part in the trial judge’s guilty ver¬ 
dicts.” 

In August 1995, the Massachusetts Appeals Court 10 
ruled that trial judge Elizabeth Dolan had properly barred 
the Souzas from introducing information they contended 
would show that the their grandchildren were influenced 
by a daughter and former daughter-in-law to make false 
allegations of sexual abuse. The Souzas argue that the 
“recovered memories” of the children’s mothers eventual- 


FMS Foundation N&w$letter March 1998 Voi 7 No. 2 


U 



ly influenced the grandchildren to make many improbable 
allegations that included being locked in a cage in a base¬ 
ment which was, in fact, too small to hold such a thing. 

The couple have spent nearly five years under house 
arrest since being convicted of sexually abusing their two 
granddaughters. The Souzas, now 66, received identical 9- 
to 15-year sentences, but that sentence was stayed while 
their case was being appealed. Daniel Williams, the 
Souzas’ lawyer, said he will seek a rehearing from the 
Appellate Court on the question of whether the confronta¬ 
tion issue was, in fact, raised at the appropriate time. 
Williams said that he also intends to appeal to the 
Massachusetts Supreme Judicial Court on a number of 
issues if the motion for rehearing is rejected. 

References 

9 During the early 1990’s when the Souzas were tried, many courts allowed spe¬ 
cial seating arrangements for young child witnesses in order to reduce the child’s 
emotional distress at testifying in a courtroom. During the same period, several 
decisions found certain special arrangements impermissible. For example, plac¬ 
ing a screen between the child witness and the defendant (Cpy v. lowg , 487 U.S, 
1012 (1988)) or allowing the child witness to testify outside the physical presence 
of the defendant (Commonwealth v« Bergstrom . 402 Mass, 534 (1988)) was held 
to be unconstitutional in that it violated the Sixth Amendment, The Ber gstrom 
court stated that “JtJo interpret the words of [ail. 12) as requiring only that the 
defendant be able to see and hear the witness renders superfluous the words 'to 
meet’ and ’face to face’” under the Sixth Amendment. In 1994, while the Souza’s 
first appeal was pending, the Massachusetts Supreme Judicial Court decided 
Cpmiponwealth v. Johnson , 417 Mass. 498 (1994), In that case, a conviction was 
reversed because the defendant was not given the opportunity to observe the faces 
of alt witnesses testifying against him at trial, 

10 Previous appeah Commonwealth v. Souza . 39 Mass. App. Ct. 103 (1995), See 
also FMSF Newsletter September 1995. 

□ 

Amirault Case Returns to Superior Court 

Attorneys trying to win a new trial for Cheryl Amirault 
LeFave in the Fells Acres Day School case will call sever¬ 
al expert witnesses to testify that new scientific evidence 
shows children’s memories to be far more susceptible to 
suggestion than once believed and to demonstrate how 
County prosecutors mishandled interviews with toddlers 
who were allegedly molested at the school. A hearing is 
scheduled February 17 before Massachusetts Superior 
Court Judge Isaac Borenstein. 

In 1995, after eight years in prison, a Superior Court 
judge granted Cheryl and her now-deceased mother a new 
trial finding that special seating arrangements given the 
child witnesses deprived the defendants their right to con¬ 
front their accusers. The Massachusetts Supreme Judicial 
Court reinstated the convictions. But in May, Judge 
Borenstein granted the women a new trial and said they 
could remain free on bail pending prosecutors’ appeal of 
their release. LeFave, one of the three defendants in the 
case, continues to assert her innocence in the 13-year-old 
child molestation case. LeFave’s mother and codefendant, 
Violet Amirault, died of cancer last September, Gerald 


Amirault, who was tried separately, will not be directly 
affected by the outcome of this hearing. 

□ 

After Three Trials and Five Years, Canadian Educator 

is Finally Acquitted in Repressed Memory Case 
Regina v. Kliman. Supreme Court of British Columbia, No. 

CC930630, date of decision, Jan. 8, 1998." 

In January 1998, a British Columbia educator was 
acquitted of sexually assaulting two former Grade 6 stu¬ 
dents in a controversial case involving repressed memories 
of sexual abuse. Since 1992, Michael Kliman has under¬ 
gone three trials on the same set of charges relating to 
assaults and a rape he allegedly committed against two 
pupils he taught more than 20 years ago. Both women, now 
in their 30’s, testified that they were abused during class 
time in a small room between their classroom and an 
adjoining classroom once or twice a day, three or four times 
each week. 

Mr. Kliman had been convicted in 1994. He appealed 
and was granted a new trial in 1996. The second trial ended 
with the jury failing to reach a decision. The charges were 
pursued a third time early this year. 

In a 20-page decision, the B.C. Supreme Court (a 
Canadian trial level court) dismissed all charges against Mr. 
Kliman. Justice Peter Fraser wrote that he found too many 
inconsistencies and improbabilities in the women’s testi¬ 
mony and therefore the “recovered memory aspect” of the 
trial was not the determining factor in his decision: “Had 
the evidence of the complainants been more persuasive in 
general, concerns about recovered memory might well have 
been a factor leading to acquittal.” He noted that Mr. 
Kliman taught in a two-classroom open space in which he 
and his students were always visible to the teacher of the 
other class. The women’s accounts of what had taken place 
changed on several occasions, conflicting with earlier 
statements. One woman said the abuse took place in a cer¬ 
tain room even though it was built years after she had left 
the school. Other incidents supposedly happened in a high¬ 
ly visible spot with windows opening onto a major hallway. 

According to the decision, one of the women had no 
memory of sexual abuse at school prior to therapy with a 
counselor specializing in repressed memory syndrome. The 
therapist reportedly spotted symptoms of a repressed mem¬ 
ory of sexual abuse that had not surfaced previously despite 
the fact that the woman had been in intensive psychiatric 
treatment 15 years earlier. The therapy records from the 
earlier period show that sexual abuse was discussed repeat¬ 
edly, but no teacher was mentioned. The woman testified 
that her therapy records covering the 5-year period are in 
error. A policeman repeatedly called the other complainant 
until she recalled the alleged abuse. 
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David Gibbons, lawyer for Mr. Kliman, said his client 
was an innocent man “who has been put through hell for 
five years/' Mr Gibbons questioned the decision to lay 
charges against Mr Kliman based solely on repressed 
memories. Their unreliability has been extensively docu¬ 
mented, he said, arguing that a person should not be 
charged without independent corroboration of allegations. 

Mr. Kliman spent more than $500,000 fighting the 
charges and was suspended without pay, though he hopes 
to get his job back. The worst part of the entire experience, 
he said, was his portrayal as a person who would harm 
children, ‘To be accused of the very thing that you find 
most despicable and deplorable is the most hurtful thing 
that could happen to an educator.” 

References 

]] FMSF Brief Bank# 184. 

□ 

New Zealand Appeal in Highly Publicized Child Abuse 
Case A. Gray, “Hundreds falsely accused, says group,” The 
Dominion (Wellington, New Zealand), 12/2/97. 

A petition for the pardon of child care worker Peter 
Ellis, who was convicted of child abuse, was presented to 
the New Zealand Governor-General and the Justice 
Minister early in December 1997. The governor-general 
has the authority to grant a pardon on the advice of the jus¬ 
tice minister. 

Ellis, found guilty of sexually abusing seven children 
at the Christchurch Civic Childcare Centre between 1986 
and 1992, has served four years of a 10-year sentence. 
Several recent articles in the New Zealand press and an 
investigative TV program have renewed doubts about the 
handling of the police inquiry and the trial. For example, it 
was revealed that a detective on the case had affairs with 
two of the mothers of the children and had harassed a third. 
It was also recently discovered that the jury foreman was 
the marriage celebrant of the crown prosecutor. 

The New Zealand organization. Casualties of Sexual 
Allegations Inc, (Cosa) notes that while the Peter Ellis case 
has attracted a great deal of media attention, there are 
many innocent New Zealanders who have been falsely 
accused in less sensational abuse cases. Cosa president 
Felicity Goodyear-Smith is quoted as saying the group has 
records of dozens of cases where men have been convicted 
on the basis of uncorroborated testimony. Dr. Goodyear- 
Smith says there certainly was a need to change the way 
abuse victims were treated in the 1980’s, However, she 
says, the pendulum has now swung too far in the com¬ 
plainants’ favor. Dr Goodyear-Smith says she is concerned 
that current ideology assumes some behavior in children is 
automatically the result of sexual abuse and that there is lit¬ 
tle understanding of just how easy it is to feed ideas to chil¬ 
dren. She says children who deny any abuse are not 


believed. However, she says, interviewing techniques have 
vastly improved and there is now a lot more knowledge 
now about suggestive techniques. 

□ 


A View of Hypnosis (Synopsis) 

by Robert A. Baker 

The Harvard Mental Health Letter, February, 1998 

“Cognitive-behavioral theory provides a persuasive 
account of hypnosis. It involves communication between 
a person in the role of an authority called the hypnotist 
and another person called the hypnotic subject or person 
under hypnosis. There is no single state or condition or 
practice that includes all the present meaning s of the 
word. There is no overall theory, no common cause, no 
physiological indicator or hypnotic phenomena. The con¬ 
cepts of hypnotic trance, somnambulism, and dissocia¬ 
tion are unnecessary: no unusual state of consciousness is 
involved. Although the Greek roots of the word mean 
“sleep,” hypnosis in no way resembles sleep. The hyp¬ 
notic subject is simply complying with the hypnotist’s 
suggestions while physically relaxed and directing atten¬ 
tion inward. Nothing stranger is happening... 

“Confabulation—-the confusion of fact with fiction 
'through ail effort to fill gaps in memory—occurs without 
fail whenever hypnosis and other suggestive techniques 
such as guided imagery are used. Especially unreliable 
are reports of anything horrible or frightening—molesta¬ 
tion, incest, cannibalism, rape, torture, and minder... 

“Hypnosis is a particularly unreliable way to elicit 
memories of child abuse. True victims of child abuse 
have trouble forgetting the events rather than remember¬ 
ing them. All memories recovered for the first time dur¬ 
ing psychotherapy are highly suspect and those recovered 
under hypnosis are doubly suspect Any psychotherapeu¬ 
tic technique emphasizing the recall of forgotten child¬ 
hood events is certain to elicit fictions based on sugges¬ 
tion. If the apparent memories are detailed, vivid, and 
emotionally intense, as hypnotic memories often are, 
both the therapist and the patient may be all the more 
convinced of their accuracy. I cannot emphasize strongly 
enough that emotional intensity is not a sigh of troth... 

“Ultimately, all hypnosis is self-hypnosis. It is a seri¬ 
ous misunderstanding to credit hypnotists with special 
powers or arcane techniques. Hypnotic subjects are 
always in control of their mental processes. They have 
made a kind of social contract to comply with the hypno¬ 
tist’s suggestions, which in effect are merely requests. We 
can all relax, turn our thoughts inward, and use our imag¬ 
inations—play the hypnosis game... 
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REFLECTIONS 
FROM GERMANY; 

REFLECTIONS ON LAWYERS 
August Piper Jr., M.D. 

Pick up nearly any recent issue of 
many American psychiatric journals, 
and what do you find? Almost certain¬ 
ly there will appear a paper on child¬ 
hood sexual abuse, traumatic experi¬ 
ences, dissociative identity 'disorder 
(formerly called multiple personality 
disorder), the effects of trauma on 
memory, or dissociation. These are all 
hot topics in the United States today— 
especially dissociation. 

Not too long ago, I began to won¬ 
der: what do people in other countries 
think about these topics? After initiat¬ 
ing a few contacts with colleagues in 
Europe, I went to Germany to try to 
answer this question for myself. 

While there, I visited the very 
courtroom in Nuremberg in which 
Nazi physicians were tried as war 
criminals after World War II. What, 
you may ask, does this room have to 
do with traumatic memories and 
alleged childhood sexual abuse? Just 
this: many clinicians are presently fac¬ 
ing suits alleging improper treatment 
of patients who enter therapy because 
of these kinds of complaints. And in 
these recovered-memory cases, so 
much a part of the legal landscape in 
present-day America, one theme 
appears time and again: the defendant 
clinicians often treated patients using 
methods for which there is next to no 
support in the scientific literature. In 
other words, the clinicians’ patients 
were being used as experimental sub¬ 
jects. 

Worse, almost never were these 
patients informed that more effica¬ 
cious, and less damaging, treatments 
were available to them. In other words, 
the clinicians* patients did not have the 
opportunity to give genuine informed 
consent to treatment. 


Avoiding improper experiments 
on patients, and scrupulously 
attempting to ensure that patients 
provide genuinely informed consent 
to medical procedures—these are the 
lessons the Nuremberg judges wanted 
to hand down to today’s physicians: 

“A central lesson from the Nazi era 
is that medical ethos is not immutable, 
but can be severely distorted by social 
and political forces and by perver¬ 
sions in the application of science and 
technology. The core values of medi¬ 
cine require protection...by an 
informed, engaged, and concerned 
profession.” 1 

“The judges of the Nuremburg 
Tribunal,..envisioned a world in 
which free women and men could 
make their own good or bad deci¬ 
sions, but not decisions unknowingly 
imposed on them by the authority of 
the state, science, or medicine.” 2 

I learned much else in Germany: 
what is happening to the accused par¬ 
ents there (they tend to be very isolat¬ 
ed, partly because few organizations 
like the FMSF exist in that country), 
the attitude of mainstream psychiatry 
toward DID (skeptical), and why there 
seem to be so few German cases of 
therapy-induced “recovered” memo¬ 
ries (this has an interesting explana- 
tion). 

Unfortunately, we will have to 
visit these topics next month, because 
they require more space than is avail¬ 
able in today’s column. The reason: 
some months ago I promised to pub¬ 
lish one reader’s thoughts on interac¬ 
tions between attorneys and their 
clients—particularly those accused of 
“sexual abuse.” 

This reader, a social worker in 
Washington state, has training and 
experience working in legal settings. 
She’s not impressed, she says, with 
how family members are sometimes 
treated by legal professionals on our 
side. I quote her comments: 

I once watched a lawyer almost 
miss the trump card because he wasn’t 


listening to his clients. Many of the 
parents involved in these cases do not 
have university educations or profes¬ 
sional degrees, and are unsophisticat¬ 
ed in systems, psychological, or legal 
issues. It may seem that they’re bab¬ 
bling. Listen to them anyway. Learn to 
decode what they ’re saying. 

For many reasons, parents may not 
reveal concerns and fears to their legal 
representatives. Some are intimidated 
and therefore “freeze” in the attor¬ 
ney’s office. Some see even their own 
lawyers as necessary evils, or perhaps 
project their feelings toward opposing 
counsel onto their own attorneys. 
Some have a lifelong mistrust of attor¬ 
neys. I advise attorneys to ask clients 
about their concerns and fears about 
pending legal actions. Though such 
inquiries are not glamorous, they may 
pay off when the client gives a depo¬ 
sition or testifies. 

An elderly woman I know suffered 
full-blown panic symptoms because 
of the stress of litigation, but was 
ashamed to reveal these reactions to 
her lawyer. I had earlier heard this 
attorney make patronizing comments 
about FMSF families, so perhaps the 
panic-stricken client had sensed the 
lawyer's attitude. 

^ ^ ^ 

As I’ve said before—probably 
more times than readers wish—your 
letters and comments breathe life into 
this column, so please keep ‘em com¬ 
ing! 

] Medicine Against Society: Lessons 
From the Third Reich. Journal of the 
American Medical Association 276: 1657- 
61, 1996* 

2* The Nuremburg Code and the 
Nuremberg Trial: A Reappraisal* Journal 
of the American Medical Association 276: 
1662-66, 1996* 

August Piper Jr t MD is the author of 

{Multiple Personality Disorder, He is in 
private practice in Seattle and is a member 
of the FMSF Scientific Advisory Board. 
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My sister (age 54) has been in ther¬ 
apy for about 5 years. During this time, 
her claims of “recovered memories” 
have gotten more and more bizarre. 
Beginning with claims that our father 
incested her, her “memories" soon 
included our mother killing a man with 
a butcher knife in our own kitchen and 
disposing of the body in our septic 
tank. There were countless other such 
memories that I knew to be false. 

Her therapist diagnosed her as 
MPD, and soon she had names for 
dozens of “personalities.” Recently, 
my sister claims to have remembered 
that she was abused by a Satanic Cult 
in our small bam when she was four 
years old. (I would have been an infant 
at the time.) Needless to say, none of 
these things occurred. 

Coincidentally, most of the other 
clients of my sister’s therapist are also 
MPD, with Satanic Ritual Abuse in 
their history. 

My sister once had a successful 
career as a freelance artist. Her ability 
to maintain her career has steadily 
decreased with this therapy, until she 
cannot now even hold a paintbrush. 

The reason that my sending this 
post is so urgent is that, this evening 
my sister called me (we live 300 miles 
apart) and she told me that she had 
been “cutting” herself. She called 911 
and asked to be admitted to the psych 
ward at the county hospital. She told 
me that she had called her therapist 
about the cutting, and the therapist said 
that the cult had “programmed” her to 
kill herself if she ever told, and that 
one of her “Multiple Parts” wanted to 
see blood. 

I am furious at this therapist! She 
has literally destroyed my sister's life 
and livelihood. My sister tells me that 
anybody who says that SRA does not 
exist is “one of them.” 


Does anyone out there have a 
course of action for me? A friend has 
suggested that I sue to become my sis¬ 
ter's legal guardian. She’s 54, and I'm 
50. Any suggestions or advice will be 
warmly received. 

A Caring Brother 

□ 

My daughter accused her father in 
1992, then included me as time went 
on* Later her brother was convinced 
and came up with his own accusations 
that included bodies buried in our yard 
and Satanic Ritual Abuse* It seems to 
have no end* I haven't seen my only 
three grandchildren since 1992* It is 
good to read of so many accusers 
recanting**,but there are still many of 
us hurting. And it’s not the sort of hurt 
you can share with most people* 

A Mom 

□ 

Can you imagine how widespread 
this FMS horror is? In this era of rapid 
communication, nobody is spared from 
its pernicious influence. The FMS par¬ 
ents we know are happy things have 
turned around as far as the public 
knowledge, but none of them are see¬ 
ing any dramatic changes in their 
afflicted daughters. 

A Mom 

□ 

I am going into the hospital next 
week for surgery (colon cancer). 
Because my doctor told me that it may 
be a type of tumor that may be inherit¬ 
ed and that I should warn my kids to 
get a cancer screening, I contacted my 
former wife. I told her to pass the word 
on to the children because I had no way 
to get through to them. 


ESTATE PLANNING 

If you have questions about how to 
include the FMSF in your estate 
planning, contact Charles Caviness 
800-289-9060. (Available 9:00 AM 
to 5:00 PM Pacific time.) 


Yesterday I got a message on my 
answering machine from my daughter! 
The first time I’ve heard her voice in 
five years. She said she was praying for 
me and wanted to know the exact time 
and place of my surgery so she could 
pray more intensely at that time and 
she gave me her phone number. 

I returned her call and got her 
machine. I gave her the information 
and that is where it stands at the 
moment. I am trying not to get my 
hopes up but that is a first contact. If it 
takes a cancer surgery to make a break¬ 
through with my daughter, it’s worth it. 

A Dad 

□ 

I wish I could see my daughter’s 
beautiful face again and hold my two 
grandchildren to my heart. I thank God 
for our other children and grandchil¬ 
dren who are so supportive. No matter 
how we try to put the pain aside, my 
husband and I still miss our daughter. 
We treasure the memories of her grow¬ 
ing-up years and her wedding and the 
coming of her children. Sadly, after 
seven years her face is growing dim¬ 
mer but our heartache is stronger. How 
can this be? 

A Mom 

□ 

Our family is still healing and is in 
good shape* Our returning daughter 
and family are in frequent touch with 
us* Our relationship is not 100 percent 
but is improving steadily* We are lack¬ 
ing trust still, but that will come* 

Our other children are gradually 
coming together with our returning 
daughter* We have never received 
apologies and we don't expect any* 
That is harder to accept for my hus¬ 
band than for me* But we thank the 
Lord and you people for the family 
closeness we have* 

May all of your families grow in 
love as ours is doing* 

A Mom 

□ 
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Dear Newsletter Readers, 

We are one of the first families to 
join the Foundation and like many of 
you became avid readers of the 
Newsletter and other important writ¬ 
ings to try to understand what could 
have made our daughter make such 
crazy and false accusations. All that 
reading has left me with strong opin¬ 
ions about the importance of the 
Foundation, the wonderful work it is 
doing, what created this awful mess 
and what I would like the Foundation 
to do. I want to share my thinking, 

1. It is impossible to know the sit¬ 
uation of each of the more than 18,000 
families who have called the 
Foundation without examining each 
case. However it is safe to assume that 
many more families have been harmed 
by false accusations who have not 
called the Foundation. 

2. The devastating results of being 
falsely accused are directly attribut¬ 
able to therapists and institutions 
staffed by them. Some are surely mis¬ 
guided, but far too many therapists are 
ignorant of the science. Many are dri¬ 
ven by the large sums of money that 
are available through insurance and 
other subsidies, both public and pri¬ 
vate. Their actions are an uncon¬ 
scionable violation of the seminal 
principle that physicians should “do 
no harm”. 

3. One can not ignore the writings 
of some who call themselves feminists 
without concluding that there is an 
element in that movement that depict 
men as evil. My readings lead me to 
the obvious conclusion that many of 
these same self-declared feminists are 
involved in this horrendous problem. 

4. Repressed memory and MPD 
(now DID) diagnoses and treatment 
are not just a fad. Such diagnoses are 
usually absurd, most often iatrogenic, 
and contrary to the overwhelming 
opinions of prominent psychiatrists. 

5. Some FMSF members, early 
on, reached the conclusion that the 
falsely accused could only find protec¬ 


tion and possible vindication in the 
courts, at first defensively and then 
aggressively against the perpetrators 
of these pseudo-therapeutic atrocities. 

6. These people seemed to be right 
in this conclusion. Many of the inno¬ 
cent are out of jail; fewer are being 
prosecuted on flimsy evidence such as 
repressed memories; the falsely 
accused are no longer losing civil suits 
and as a result the number of new suits 
are reported to be dropping; and as 
anyone can see from reading the 
Newsletter, the falsely accused and a 
growing number of retractors are win¬ 
ning judgments and settlements 
against therapists, sometimes running 
into the millions. FMSF must continue 
to prepare amicus briefs and provide 
whatever information that it can to 
those who are falsely accused at any 
level of judicial proceedings. 

7. The proliferation of repressed 
memory and MPD diagnoses in the 
eighties and nineties has been permit¬ 
ted by the benign neglect of the pro¬ 
fessional associations. Without excep¬ 
tion, these groups seem to refuse to 
police their membership, are cautious 
and conservative when they ultimately 
are prodded to take positions that 
expose the “quackery” of some of its 
members, and spend significantly 
more effort in the self-interest and 
economic well-being of their members 
than the suffering caused by their 
membership to many patients in their 
care. I can only conclude that the pro¬ 
fessional associations with clout (i.e. 
both APAs) have abandoned any ves¬ 
tige of responsibility and have adopted 
the posture of trade associations 
devoted primarily to profit. The public 
and the Foundation should recognize 
that conclusion in developing strate¬ 
gies in dealing with those groups. 

8. Ascribing the repression of 
memory to MPD or DID is a device 
conceived to obfuscate the fact that 
the alleged abuse is totally uncorrobo¬ 
rated. A Dad 
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It Isn’t Greed 

As a retractor, I am sometimes 
frustrated by parents who want to 
simplify the FMS crisis into an issue 
of greed. They believe that the thera¬ 
pists causing this problem are doing it 
for the money. While I do not deny 
that many people are supporting 
themselves quite well because of 
RMT, parents are not facing reality if 
they refuse to believe that most of 
these therapists truly believe they are 
helping people. They think their 
clients must “get worse before they 
get better” to "heal.” 

As ridiculous as that seems to us, 
they believe it with the passion of a 
religion. This is precisely why the 
FMS crisis has occurred and main¬ 
tained itself for so long. While it is 
tempting to want to create an 
“enemy” who is evil (motivated only 
by greed), we are deceiving ourselves 
to believe this. And if you tell your 
regression-believing children their 
therapists are motivated by greed, 
they will become angry because their 
therapists are probably caring people. 

In Victims of Memory , Mark 
Pendergrast says about RMT thera¬ 
pists: “If I had met the (RMT) thera¬ 
pists at a party and the subject of 
repressed memories had never come 
up, I would have thought they were 
interesting, vital, caring people. And 
in their own ways, they are ” 

It is important to realize that we 
are dealing much more with a belief 
system in the therapeutic community 
than we are with greed so that we can 
work to change this belief system. 
The only way to do this is to keep the 
lines of communication open with the 
regression-believing therapists. If we 
simply call them greedy, we hinder 
this very necessary communication. 

Donna Anderson 

□ 
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*STATE MEETINGS* 

Call persons listed for info & registration 



WITCH HUNT: A TRUE STORY 
OF SOCIAL HYSTERIA AND ABUSED JUSTICE 
Kathryn Lyon 

New York: Avon Books, 1998 $5.99 paperback 

One of the largest child abuse scandals that has occurred in America is taking place in Wenatchee, Washington. 
Kathryn Lyon left her job as a Public Defender in Tacoma and went to Wenatchee as this tragedy was unfolding and 
spent the next few years obtaining documents and interviewing the people involved. She was not just an observer. In 
her efforts to bring attention to the plights of the unjustly convicted and the developmentally delayed victims who took 
plea bargains, Ms. Lyon worked hard to encourage federal and state intervention. 

The Wenatchee cases came to public attention in 1995 when 50 men and women, many of them poor and disabled, 
were charged with participating in child sex abuse rights. The key child witness was a foster child in the home of 
Wenatchee police detective Robert Perez. Soon she had named over 100 people as molesters. Hysteria resulted. 

According to government documents, recalcitrant children were withdrawn from school, isolated from all their 
former social contacts, housed in locked, out-of-state mental facilities without any legal intervention and subjected to 
dangerous courses of psychotropic medication. All these things were done to facilitate the investigation! 

How could these things actually have happened in America in the 1990s? This page-turner of a book shows how 
the checks and balances ruptured at all levels of the justice system. 
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F MSIF 


BOARD 


KEY : (MO) • Monthly: (bl-MO) - bi-monthly 
(') - see me State Meetings List page 17. 


Contacts & Meetings - UNITED STATES 
ALASKA 

Bob (907) 556-8110 

ARIZONA 

Barbara (602) 924-0975; 

8540404 (fc»0 
ARKANSAS 
Uttie Rock 

Al & Lela (501) 363-4368 
CALIFORNIA 
Sacramento - (quarterly) 

Joann© & Gerald (916) 933-3655 
Rudy (916) 443-4041 
San Francisco 6 North Bay - (bl-MO) 

Gideon (415) 389-0254 or 
Charles 984^S626(am); 435-9618<pm) 

East Bay Area - (fcJ-MO) 

Judy (510) 376-8221 
South Bay Area - Last Sot. (bl-MO) 

Jack & Pat (408) 425-1430 
3rd Sat (bl-MO) @10am 
Central Coast 
Carole (805) 967-8058 
Centrat Orange County - 1st Fit (MO) @ 7pm 
Chris & Alan (714)733-2925 
Orange County - 3rd Sun, (MO) @6pm 
Jerry & Eileen (909) 659-9636 
Covina Area- lstMon.(MO)@7:30pm 
Floyd 8c Ubby (818) 330-2321 
San Diego Area 
Dee (619) 941-4816 
CONNECTICUT 

S. New England - (bl-MO) Sept-May 
Earl (203) 329-8365 or 
Paul (203) 458-9173 
FLORIDA 
Dade/Broward 
Madeline (954) 966-4FMS 
Boca/Deiray- 2nd & 4thThurs (MO) @lpm 
Helen (407) 498-8684 
Central Fiorlda - 4th Sun, (MO) @2:30 pm 
John & Nancy (352) 750-5446 
Tampa Boy Area 
Bob 8t Janet (813) 856-7091 
GEORGIA 
Atlanta 

Wallle & Jill (770) 971-8917 

HAWAII 

Carolyn (808) 26T-5716 

ILLINOIS 

Chicago 6 Suburbs- 1st Sun. (MO) 

Eileen (847) 985-7693 
Joliet 

Bill & Gayle (815)467-6041 
Rest of ftilnols 

Bryant & Lynn (309) 674-2767 

INDIANA" 

Indiano Assn . for Responsible Mental Health Practices 
NIckie (317) 471 -0922; fax (317) 334-9839 
Pat (219)482-2847 

tOWA 

Des Moines - 2nd Sat. (MO) @11:30 am Lunch 
Betty & Gayle (515) 270-6976 
KANSAS 

Kansas City - 2nd Sun. (MO) 


Leslie (913) 2350602 or 
Pat (913) 738-4840 
Jan (816) 931-1340 
KENTUCKY 

Louisville- Last SuaflVIO) @ 2pm 
Bob (502) 36M838 

LOUISIANA 

Francine (318) 457-2022 
MAINE 
Bangor 

Irvine 8c Arlene (207) 942-8473 
Freeport - 4th Sun. (MO) 

Carolyn (207)364-8891 
MARYLAND 
Eiilcot City Area 
Margie (410) 750-8694 
MASSACHUSETTS/NEW ENGLAND* 
Andover- 2nd $un.(MO)@ 1pm 
Frank (508) 263-9795 
MICHIGAN 

Grand Rapids Area-Jenfson - 1st Mon. (MO) 
Bill & Marge (616) 383-0382 
Greater Detroit Area - 3rd Sun. (MO) 

Nancy (248) 642-8077 
Ann Arbor 

Martha <313)439-8119 

MINNESOTA 

Terry & Collette (507) 642-3630 
Dan Sc Joan (612) 631-2247 
MISSOURI 

Kansas City - 2nd Sun. (MO) 

Leslie (913) 235*0602 or Pat 738-4840 
Jan (816) 93M340 
St. Louis Area - 3rd Sun. (MO) 

Karen (314) 432-8789 
Mae (314) 837-1976 
Retractors group also forming 

Springfield - 4th Sat, (MO) @ 12:30pm 
Dorothy & Pete (417) 882-1821 
Tom (417) 883-8617 

MONTANA 

Lee 8t Avone (406) 443-3189 

NEW JERSEY (So,)* 

See Wayne, PA 
NEW MEXICO* 

Albuquerque - 1st Sat. (MO)@1 pm 
Southwest Room -Presbyterian Hospttcrt 
Maggie (505) 662-7521 (after 6:30pm) or 
Sy (505) 758-0726 

NEW YORK 

Westchester, Rockland, eta - (bl-MO) 
Barbara (914) 761-3627 
Upstate/Albany Area -(bLMO) 

Elaine (518) 399-5749 
Western/Rochester Area - OdFMO) 

George & Eileen (716) 5B67942 
NORTH CAROLINA 
Susan (704) 481-0456 
OHIO 
Cleveland 

Bob & Carole <216)888-7963 
OKLAHOMA 
Oklahoma City 
Dee (405) 942-0531 
HJ (405) 755-3816 
Rosemary (405) 439*2459 
PENNSYLVANIA 
Harrisburg 

Paul 8c Betty (717)691-7660 
Pittsburgh 

Rick 8c Renee (412) 563-5616 
Montrose 


John (717) 276-2040 
Wayne (includes $. NJ) - 2nd Sat, (MO) 

@1pm (No meeting In Mar.) 

Jim 8c Jo (610) 783-0396 
TENNESSEE 
Wed.(MO)@lpm 
Kate (615) 665-1160 
TEXAS' 

Houston 

Jo or Beverly (713) 464-8970 
El Paso 

Mary Lou <915)591-0271 

UTAH 

Keith (801) 467-0669 

VERMONT 

ObFMO) Judith (802) 229-5154 

VIRGINIA 

Sue (703) 273-2343 

Washington 

Phil 8c Suzl (206) 364-1643 

WEST VIRGINIA 
Pat (304) 291-6448 
WISCONSIN 

Katie & Leo (414) 476-0285 
Susanne & John (608) 427-3686 

Contacts & Meeungs - INTERNATIONAL 
BRITISH COLUMBIA, CANADA 

Vancouver 6 Mainland - Last Sot, (MO) 
@l-4pm 

Ruth (250) 925-1539 

Wctorfa 6 Vancouver Island - 3rd Tues. (MO) 
@7:3Qpm 

John (250) 721-3219 
MANITOBA, CANADA 

Winnipeg 

Joan (204) 284-0118 
ONTARIO, CANADA 
London -2nd Sun (bl-MO) 

Adrlaan (519) 471-6338 
Ottawa 

Eileen (613) 636-3294 
Toronto /N, York 
Pat (416) 444-9078 
Warkworth 
Ethel (705) 924-2546 
Burlington 

Ken & Marina (905) 637^6030 
Sudbury 

Paul a (705) 692-0600 

QUEBEC, CANADA 

Montreaf 

Alain (514) 335-0863 
St>Andr$E$t 
Mavis (514) 537-8187 
AUSTRALIA 
Irene (03) 9740 6930 
ISRAEL 

FMS ASSOCIATION to-(972) 2-625-9282 or 
E-ma fl-fms® netvlslon, n et. II 

NETHERLANDS 

Task Force FMS of Werkgroep Fictteve 
Herlnnerlngen 
Anna (31) 20-693-5692 
NEW ZEALAND 
Colleen (09) 416-7443 
SWEDEN 

Ak© MoEIer FAX (48) 431-217-90 

UNITED KINGDOM 


^DeadHhe.ter me April New IS 

Meetin g f notices; MUST be In.writing] and should: be 
sent; no 1 Idtortha ntfwoi months ipriolr feimeetlRg; ^ 
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Pamela Freyd, Ph.D., Executive Director 
FMSF Scientific and Professional Advisory Board 
March l, 1998 

Aaron T. Beck, M.D., D.M.S., University of Pennsylvania, Philadelphia, 
PA; Terence W. Campbell, Ph.D., Clinical and Forensic Psychology, 
Sterling Heights, MI; Rosalind Cartwright, Ph.D., Rush Presbyterian 
St. Lukes Medical Center, Chicago, IL: Jean Chapman, Ph.D,, 
University of Wisconsin, Madison, WI; Loren Chapman, Ph.D., 
University of Wisconsin, Madison, WI; Frederick C. Crews, Ph.D., 
University of California, Berkeley, CA; Robyn M, Dawes, Ph.D., 
Carnegie Mellon University, Pittsburgh, PA; David F. Dinges, Ph.D., 
University of Pennsylvania, Philadelphia, PA; Henry C, Ellis, Ph.D., 
University of New Mexico, Albuquerque, NM; George K. Ganaway, 
M.D., Emory University of Medicine, Atlanta, GA; Martin Gardner, 
Author, Hendersonville, NC; Roche) Gelman, Ph.D., University of 
California, Los Angeles, CA; Henry Gleitman, Ph,D., University of 
Pennsylvania, Philadelphia, PA; Lila Gleitman, Ph.D„ University of 
Pennsylvania, Philadelphia, PA; Richard Green, M.D., J.D., Charing 
Cross Hospital, London; David A. Halperin, M.D., Mount Sinai School 
of Medicine, New York, NY; Ernest Hilgard, Ph.D., Stanford 
University, Palo Alto, CA; John Hochman, M.D., UCLA Medical 
School, Los Angeles, CA; David S. Holmes, Ph.D,, University of 
Kansas, Lawrence, KS; Philip S. HoLzman, Ph.D,, Harvard University, 
Cambridge, MA; Robert A. Karlin, Ph.D, , Rutgers University, New 
Brunswick, NJ; Harold Lief, M.D., University of Pennsylvania, 
Philadelphia, PA; Elizabeth Loftus, Ph.D., University of Washington, 
Seattle, WA; Susan L. McElroy, M.D., University of Cincinnati, 
Cincinnati, OH; Paul McHugh, M.D., Johns Hopkins University, 
Baltimore. MD; Harold Merskey, D.M., University of Western Ontario, 
London, Canada; Spencer Harris Morfit, Author, Boxboro, MA; Ulric 
Neisser, Ph.D., Cornell University, Ithaca, NY; Richard Ofshe, Ph.D., 
University of California, Berkeley, CA; Emily Carota Orne, B.A., 
University of Pennsylvania, Philadelphia, PA; Martin Orne, M.D., 
Ph.D,, University of Pennsylvania, Philadelphia, PA; Loren Pankratz, 
Ph.D,, Oregon Health Sciences University, Portland, OR; Campbell 
Perry, Ph.D., Concordia University, Montreal, Canada; Michael A, 
Persinger, Ph.D., Laurentian University, Ontario. Canada; August T. 
Piper, Jn, M,D., Seattle, WA; Harrison Pope, Jr, M.D., Harvard 
Medical School, Boston, MA; James Randi, Author and Magician, 
Plantation, FL; Henry L. Roediger, HI, Ph.D. Washington University, 
St. Louis, MO; Carolyn Saari, Ph.D., Loyola University, Chicago, IL; 
Theodore Sarbin, Ph.D., University of California, Santa Cruz, CA; 
Thomas A. Sebeok, Ph.D., Indiana University, Bloomington, IN; 
Michael A. Simpson, M.R.C.S., L.R.C.P., M.R.C, D.O.M., Center for 
Psychosocial & Traumatic Stress, Pretoria, South Africa; Margaret 
Singer, Ph.D,, University of California, Berkeley, CA; Ralph Slovenko, 
J.D h Ph.D., Wayne State University Law School, Detroit, MI; Donald 
Spence, Ph.D,, Robert Wood Johnson Medical Center, Piscataway, NJ; 
Jeffrey Victor, Ph.D., Jamestown Community College, Jamestown, NY; 
Hollida Wakefield, M.A., Institute of Psychological Therapies, 
Northfield, MN; Charles A. Weaver, III, Ph.D. Baylor University, 
Waco, TX 


Do you have access to e-mail? Send a message to 

pjf@cis, upenn.edu 

If you wish to receive electronic versions of this newsletter 
and notices of radio and television broadcasts about FMS. All 
the message need say is “add to the FMS list” You’ll also 
learn about joining the FMS-Research list: it distributes 
research materials such as news stories, court decisions and 
research articles. It would be useful, but not necessary, if 
you add your full name: all addresses and names will remain 
strictly confidential- 


The False Memory Syndrome Foundation is a qualified 50i(c)3 
corporation with its principal offices in Philadelphia and governed 
by its Board of Directors. While it encourages participation by its 
members in its activities, it must be understood that the 
Foundation has no affiliates and that no other organization or per¬ 
son is authorized to speak for the Foundation without the prior 
written approval of the Executive Director All membership dues 
and contributions to the Foundation must be forwarded to the 
Foundation for its disposition. 


The FMSF Newsletter is published 10 times a year by the False 
Memory Syndrome Foundation. A subscription is included in 
membership fees. Others may subscribe by sending a check or 
money order, payable to FMS Foundation, to the address below. 
1998 subscription rates: USAMyear $30, Student $15; Canada: 1 
year $35 (in U.S. dollars); Foreign: 1 year $40. (Single issue 
price: $3 plus postage.) 


Yearly FMSF Membership Information 

Professional - Includes Newsletter $125_ 

Family - Includes. Newsletter $100_ 

Additional Contribution: $_ 

PLEASE FILL OUT ALL INFORMATION-PLEASE PRINT 

_Visa: Card # & exp. date:_ 

_Mastercard: # & exp, date:_ 

_Check or Money Order: Payable to FMS Foundation in 

U.S. dollars 

Signature:_ 

Name:_ 

Address:_ 

State, ZIP (+4)_ 

Country:_ 

Phone: (_ r )_ 

Fax: (_)_ 
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3401 Market Street, Suite 130 



Mall Order To: 
FMSFVkleo 
Rt.lBoxSIO 
Butkevie,TX75932 

FMS FOUNDATION 

VIDEO TAPE ORDER FORM 

for “When Memories Lie. . 

The Rutherford Family Speaks to Families " 


DATE: / / 

Ordered By: 

Ship To; 

Please type or print information: 


UNITPRICE AMOUNT 


10,00 



Afowtwo to three weeksfordeltoery. Make all checks payable to: FMS Foundation 
Hyouhave any questions concerning tti is Older, calfcBanton^OS^SS^BO 

The tax deductible portion of your contribution is the excess of goods and services provided. 


THANK YOU FOR YOUR INTEREST 














